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PREFACE 



Growing old, while an inevitable process for all of us, has no 
common denominator when it comes to health. The image of a 
grayed and crippled, frail older American is just as much a stereo- 
type as that of a robust and active one: Neither captures the range 
of health status found in this segment of our Nation s population. 

Age alone is a poor indicator of health status. As we age, our 
bodies change, yet aging itself is not a disease. Persons aged 65 to 
74 have been found to have health profiles more like those persons 
aged 45 to 64 than of persons aged 75 and over. Only when the el- 
derly reach their 80 s do functional impairments occur more as a 
consequence of aging than of pathology. 

One of the central challenges in meeting the health care needs of 
an aging society is to gain a better understanding of the relation- 
ship between age and health. Research now shows, for example, 
that lifestyle and health care patterns are better predictors of 
health status than age. Given advances in medical technology, cou- 
pled with the attention being placed today on preventive health 
care and healthier lifestyles, we can expect the health status por- 
trait of tomorrow's elderly to look different than today's. 

Policymakers today face a double challenge in meeting the 
health needs of older Americans. Not only must they address the 
immediate concerns of this generation of seniors, but they must lay 
the foundation for the care of future generations as well. 

This report contains the most current data available on the 
issue. The report was prepared at the request of the Senate Special 
Committee on Aging by Mary D. Naylor, of the University of Pitts- 
burgh School of Nursing, with the assistance of Susan Beecher, 
professional staff member of the Committee. 

John Heinz, 

Chairmon, 
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THE HEALTH STATUS AND HEALTH CARE NEEDS OF 
OLDER AMERICANS 



INTRODUCTION 

The aging of the U.S. population has presented significant chal- 
lenges to the development of health and social policy. Responses to 
these challenges, to date, have emphasized the quantitative dimen- 
sions of the aging population. This is a natural response given the 
magnitude of the problem. A solely quantitative perspective, how- 
ever, does not take into account the unique and important qualita- 
tive features of aging in America. 

One of the central challenges in actively coping with the implica- 
tion of the aging population is to gain an informed perspective on 
aging, health, and disease and the relationships among these phe- 
nomena. Older persons are richly diverse in physical, behavioral, 
social, emotional, economic, and political characteristics. The 
health status of the elderly is shaped by the full course of their life 
experiences through youth and adult years. A better understanding 
of the heterogeneity of the elderly population may enable issues 
concerning aging and health and societal responsibilities toward 
older persons to be reframed. From these reframed issues should 
flow a series of policy choices for both private and public institu- 
tions as well as a framework for more effective policy responses. 

OVERVIEW OF THE AGING POPULATION 

A full statistical portrait of the elderly in the United States does 
not exist. Certain dimensions of the aging phenomenon are, howev- 
er, well-understood and well-documented. The elderly population 
has grown by 9.3 million from 1960 to 1980 and is projected to grow 
to 36.6 million by the year 2000 and to 67.3 million by 2040. ^ For 
example, the magnitude of changes in the age structure will be un- 
precedented. Many of the changes resulting from this growth pat- 
tern can be anticipated. For example, the proportion of the gross 
national product (GNP) devoted to health care increased from 5.3 
percent in 196C to 9.5 percent in 1980; it is expected to rontinue to 
rise to 12 percent by 1990.^ 

Certain aspects of the current aging phenomenon are, however, 
unique and neither well-understood or well-documented. Four of 
the unique aspects of current aging trends which directly relate to 
the health status and needs of the elderly population are: (1) the 
rapid growth of the oldest old (85 and older) population; (2) in- 
creases in life expectancy at advanced ages; (3) the predominance 



' Kenneth 0 Man ton and Beth J Soldo 'Dynamics of Health Chan^os in the Oldest Old 
New I erspectue. and Kvidence ' MdUmk Mcnonal fund Quarter^ Health and Society Vol 
M. No 2. l.OS.). |) 20^ 

'Ibid, p 20f) 

(1) 
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c'' females at advanced ages; and (4) reductions in the age-specific 
mortality rates of selected major chronic degenerative diseases 
(e.g., heart disease, stroke). ^ The improvement in survival at ad- 
vanced ages strongly suggests that important changes in both 
health status and the natural history of disease processes may be 
occurring simultaneously. 

In the section which follows, an overview of the health status of 
the elderly population in the United States will be presented using 
three classifications: the healthy elderly, the chronically ill elderly, 
and the acutely ill elderly. 

HEALTH PROFILE OF THE ELDERLY IN THE UNITED 

STATES 

The Healthy Elderly 

The heaUh status of an individual refers to self- or health care 
provider-appraisal of physical, mental, and emotional well-being. 
Health status is distinct from the concept of need for health care 
services which is concerned with the diagnostic, treatment or reha- 
bilitative regimen essential to restore well-being. An individual's 
evaluation of his or her own health is often the most important as- 
sessment of personal health status. 

A number of important variables affect the elderly's self-percep- 
tion of health. Self-assesf ment of health, for example, varies dra- 
matically with income as shown in table 1. 

TABLE 1 -SELF-ASSESSMENT OF HEALTH BY INCOME RANGE PERSONS 65 YEARS AND OLDER, 1983 



l-vcofT^ (m percent) 

Healtn siaius — 
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Very good 


252 
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Good 


230 


35 8 


323 


280 


fair 


152 


158 


216 


26 2 


Poor 


53 


62 


94 


158 


Total 


1000 


100 0 


100 0 


1000 



Sovfce Unpybhsftrt im. the mm Hmr, bier./,** Sar^r^ 1983 Nalionii Center for H«!!h Statistfts 

The results of the 1983 health interview survey (HIS) show that 
79.5 percent of the noninstitutionalized elderly with incomes of 
$35,000 or more describe their own health as excellent, very good, 
or good.** Moreover, 78 percent with incomes between $20,000 and 
$34,999 would describe themselves in these categories. However, 
the number drops to 68.9 percent for incomes between $10,000 and 
$19,999 and 58 percent for those whose income is below $10,000. Of 
the total noninstitutionalized elderly population, 66 6 percent de- 
scribe* their own health as excellent, very good, or gjod while only 
33 2 percent reported that their health was fair or poor. 

Of the elderly persons (65 years and older) with incomes of 
$20,000 or more surveyed in the 1983 HIS, 22.5 percent rated their 



''Ibid p 2(m; 

* Ntitional Center for Health Statistics Health Interview Survey. VM\ 
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health as excellent while only 13,2 percent of the elderly with in- 
comes under $10,000 reported excellent health.^ 

Sex, race, marital status, education, and employment also influ- 
ence self-perception of health. Elderly women reported health sta- 
tuses only slightly better than men. In the 1986 HIS, 66 percent of 
the males who were 65 and ove^ reported health statuses of excel- 
lent, very good, or good while 67.2 percent of the females reported 
health statuses in these categories. Older whites tend to report 
niore favorable health than older blacks; persons who never mar- 
ried repo'-t better health than those who are married, divorced, 
widowed, or separated; elderly with higher education view their 
health more favorably than those with less education; and older 
persons who are currently employed report the most favorable 
health status.^ 

Self-assessed health status is strongly related to an individual's 
use of health care ser/ices according to the National Center for 
Health Statistics. For example, persons who reported excellent 
health spent 3.3 days in bed per person per year due to illness or 
injury and made 2.5 doctor visits per person per year while the cor- 
responding estimates for persons who reported poor health weie 
64.2 bed days and 15.3 doctor visits per person per year. ' 

In assessing the health status of the elderly, it is important to 
employ a concept of health which is flexible enough to describe 
newly emerging patterns. For example, most older Americans are 
strikingly active and independent despite the presence of one or 
more chronic conditions. Persons aged 65 to 74, have been found to 
have health profiles more like those of persons aged 45 to 64 than 
of persons aged 75 and over.® More than 80 percent of the popula- 
tion aged 75 to 84 and greater than 50 percent of the 85-plus group 
are independent in accomplishing the activities of daily living (e.g. 
bathing, dressing, eating, etc.).^ At least one-half of the population 
at age 80 shows little or no decline in cognitive function. 

Research increasingly suggests that until the elderly reach their 
eighties, functional impairments are not a consequence of aging, 
but of pathology.il i|. jg becoming clearer that life styles and pat- 
terns of health care are major determinants of the health status of 
the elderly. As the population of the United States ages, the coun- 
try can expect a much larger population of generally healthy indi- 
viduals who are capable of productive, meaningful work. 

There is no question that tomorrow's elderly will be vastly differ- 
ent from the elders of today. On the whole, the elderly of the 21st 
century will be better educated and have comparatively higher 
post-retiremenc incomes. They are also likely to enjoy better health 
as they reap the benefits of a lifetime of preventive health meas- 



''US Senate Special (>)nimitlee on Aging. "Aging America Trends and Projections." U)S4. p 

52 

' National Center for Health Statistics, Health Interview Survey. U)S2 

"US Senate Special Committee On Aging Henlth and Kxtended Worklife ' February 19H.">. 

P 

* Sidney Katz. et al "Active Life Kxpectanc\ Societal Implications * Amcrua's Afiinf! Health 
In An Older S(Kiet\ Institute on Medicine National Resear^^h Council National Academ\ Press. 
Washington. DC. 108.5. p 10 

''>Ihid. p 12 

' ' Ihid , p 22 
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ures. Because of these and other important differences in the life 
histories of successive birth cohorts the needs of the older popula- 
tion will change over time and require comparable adjustments in 
public policy. 

Policy must attempt to meet the needs of today's elderly while at 
the same time laying a foundation for responding to changing con- 
stellations of health need and resources in the future. A major di- 
mension of this changing constellation will be the rapid growth in 
both the absolute and relative numbers of healthy elderly. Policy 
must take into account the need to maintain and enhance the qual- 
ity of life for this significant segment of the older population. 

The Chronicaily III Elderly 

Improved standards of living and medical advances ir the pre- 
vention and control of formerly fatal diseases have made it possible 
for an increasing number of persons to reach an age where they 
become vulnerable to heart disease, stroke, cancer, arthritis, 
mental disorders, and other chronic illnesses causing limited or 
total disability. Chronic diseases have emerged as major causes of 
functional dependency requiring services that affect many sectors 
of the economy: income security, health, housing, transportation, 
and recreation. In the complex of issues associated with the aging 
population, there are few more complicated, more poignant, or 
more important than the burden of chronic illness and disability 
among older people. 

NATURE OF CHRONIC ILLNESSES 

Chronic illnesses are the most prevalent health problem for the 
elderly. Chronic conditions are defined by the National Center for 
Health Statistics as either: (1) illnesses which last more than 3 
months; or (2) the presence of selected diseases which are classified 
as chronic regardless of the recency of onset (e.g., tuberculosis, 
cancer). ^2 f likelihood that an individual will suffer from one or 
more chronic illnesses increases rapidly with age. More than four 
out of five persons 65 and over have at least one chronic condition 
and multiple chronic conditions are common in the elderly popula- 
tion. 

Arthritis, hypertension, hearing disorders, and heart conditions 
were the leading chronic conditions among the noninstitutionalized 
elderly in 1983 (chart 1). Most visits to the hospital among older 
persons are for acute episodes for chronic illness. Similarly, most 
physician visits by older persons are for chronic conditions. 



'2 U S Senate Special Committee on Aging "Health and Extended Worklife " February 1985, 
p 10 

U.S Senate Special Committee on Aging. America in Transition An Aging Society, " 1984- 
85 Edition, p 66 
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SELECTED CHRONIC CONDITIONS CHARACTERISTIC OF THE ELDERLY 

Heart Disease 

Heart disease ib a major cause of morbidity in the elderly as well 
as the leading cause of mortality. Cardiovascular disease affects 50 
percent of those over 70.^** Heart disease accounts for lO percent of 
all doctor visits and 18 percent of all short-stay hospital and bed 
disability days (chart 2). While certain age-related changes can be 
defined in the cardiovascular system, these changes per se do not 
markedly reduce cardiac output, at least prior to the 80th decade. 
The challenge to preserve cardiac function in advanced age is not 
to find a "cure" for biologic aging, but rather to prevent physical 



'* Robert L Kane. Rosalie A Kane, and Sharon B Ar..old Prevention and the Elderlv Risk 
Fnci 0 rs * ' Hea Ith Senu Reaca nh Vol H). N o .February 5 , pa r t 1 1. i > .*> 1 
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deconditioning and eliminate atherosclerotic vascular disease — a 
process which starts early in the life span.^^ 

|^CHARf2l 



PROPORTION OF MEDICAL EVENTS BY CONDITIONS 
PERSONS AGE 65 AND OLDER 
1982 




PERCENT OF EVENTS 



Source Health- Tho 'Jnitod States. 1982 National 
Center tcr Health Statistics. 



Dementia 

Dementia, the chronic, often progressive loss of intellectual func- 
tion, is a major cause of disability in the elderly. Dementia is not 
associated with the normal aging process. Severe dementia occurs 
in approximately 4 to 5 percent of persons over 65, with mild to 
moderate forms in an additional 10 percent. Dementia is found in 
over 50 percent of nursing home residents and is the most common 
precipitating cause of institutionalization. ALheimer's disease, a 



' ' Kdward G l>«»katta "Health. DistMst'. and Card'ovascular Di&ea&e " America's Afiirfi 

Health In An Older SiH ut\ Institute of Mfdicinc National Research Council National Acade- 
nu Press. Washinjrton. DC. n)Sr>, p 101 

John W Roue 'Health Care of the Klderh ' The AVa Kn^Lind Journal of Medume Vol 
'M2, N'o i:^ Mar 'J^^. 1085. p KM 
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chronic progressive neurologic degeneration of unknown cause, is 
responsible for at least 55 percent of all cases of dementia. 

Osteoporosis 

Osteoporosis is one of the most common, serious, and expensive 
health problems of the elderly. Physiologic changes in mineral me- 
tabolism and skeletal integrity associated with aging result in de- 
creases in bone mass and increased risk of fractures. Fractures in 
the elderly result in enormous disability. The incidence of fractures 
rises dramatically with age. For women between 75 and 79, the in- 
cidence of hip fractures is 5 per 1,000 and for women over 90, the 
incidence increases to 48.6 per 1,000.^® Fractures are among the 
leading causes of hospitalization among the elderly. 

Social Isolation 

Social isolation has been identified as a major risk factor for sub- 
sequent mortality among the elderly. A 9-year follow-up study of 
Alameda County residents identified an inverse relationship be- 
tween the number of social connections and the relative risk of 
mortality.^^ Blazer found that the elderly person's perception of 
available social support was more predictive of mortality than were 
objective measures of socialization. Social support has been 
shown to be a protective factor in reducing the impact of stress. 

THE BURDEN OF CHRONIC ILLNESS 

The paradigm of the elderly person with multiple illnesses 
argues for a functional approach to describe the burden of chronic 
illness. The specific needs for care of an individual who has long 
suffered and adjusted to one chronic condition such as heart dis- 
ease are not the same as those for care of a patient with two or 
more progressive degenerative diseases. Chronic mental illness has 
its special, varied requirements for patient support. At certain 
stages, victims of stroke and victims of Alzheimer's disease may be 
similarly helpless but their care needs may differ considerably. 

The burden of illness associated with four major chronic condi- 
tionp is depicted in chart 2. Despite the fact that arthritis and 
rheumatism are the most prevalent chronic illnesses among the 
older population, heart disease leads all others in the utilization of 
health care services and as a cause of death. Arthritis and rheuma- 
tism account for relatively few deaths and only 2 percent of hospi- 
tal days. These conditions do, however, account for 16 percent of 
days spent in bed.^^ 



" Kobt'rt K.it/man Institute of Medicine National Research Council America's Af^irifi 
Health In An Older Stycipr National Acadeniv Press. Washington. DC. p 1 10 

Robert 1. Kane Rosalie A Kane, and Sharon B \rnold Prevention and the Elderlv Risk 
Factors " Health Sen ucs Research Vol 1!>. No (), February part II. p Uiu 

'''Lisi i drkman and SL Svnie "Social NelvsorKs. Host Resistance and Mortalit> A D-Year 
P'nIUm-Up Stud> of Alameda Count v Residents' Ameruan Journal of Kindtmialotiy Vol 10!). 
1!)7!). pp lwr)-204 

"'M)nn Blazer "Suial Support and .Mortalit> . an Elderlv Akiiik Coinmunitv ' Ameruon 
•Journal of K}mlemu)lofi\ Vol 11"), 1I)S'J. i>p TjSl-JU 

"'US Senate Special Committee on A^ing Amvrmi In Transition An AfiiHf: SiKiet\ llJSi-h.> 
edition, p 



12 



8 



Kane et al,^^ have classified the health needs of the elderly 
which have resulted from multiple chronic conditions as follow: 

1, Problems that can be addressed in traditional prevention 
^erm5.— These are definable diseases that lend themselves to a 
wide spectrum of primary, secondary, and tertiary prevention 
and intervention. Included in this grouping are heart disease, 
stroke, cancer, and broken hips. 

2, Behaviors likely to produce beneficial or adverse effects on 
health status, — Included here are smoking, diet modification, 
exercise, social parties and stress reduction. 

3, Problems requi. ition f^om caregivers.— Most elder- 
ly are under fairly * ....s physician care. There are, there- 
fore, opportunities to assesc? visual and hearing problems, cog- 
nitive impairments, depression, and urinary incontinence. 

4- Iatrogenic problems. — Iatrogenic problems are those im- 
pairments or disabilities that result from the caregiving 
system. Paramount among these are drug reactions or drug 
side effects. The misclassification of patients as needing or not 
requiring nursing home placement and home care services also 
falls in this category. 

DISABILITY RESULTING FROM CHRONIC ILLNESS 

The impact of any given disease can vary tremendously from 
person to person depending on a number of factors including the 
individual's responses tv illness, self-perceptions of health status, 
the presence of other diseases, and the availability of social support 
sys^^ms. As a result of these factors, one individual with arthritis 
may be homebound while another has minimal activity limitations. 

The National Long-Term Care Survey (NLTCS) provided a profile 
of disabled persons living in the community. The data generated 
from this survey revealed that in 1982 approximately 5 million 
noninsti^ utionalized persons over the age of 65 had disabilities due 
to chronic conditions which lasted longer than 3 months. In addi- 
tion to the population of elderly with disabilities living in the com- 
munity, 1.3 million disabled elderly are residents of nursing 
homes.^'* Relative to the total aged population, individuals with 
chronic disabilities are older, more of them are female, more are 
black, and they live in more financially constrained circumstances. 

The Noninstitutionalized Elderly With Chronic Disability 

Table 2 shows the age distribution of Medicare enrollees as of 
July 1, 1982, and that of the functionally impaired elderly as de- 
rived from the 1982 NLTCS. Aged Medicare enrollees who were 
functionally impaired and living in the community were 19.1 per- 
cent of the total aged enrollment. At each age interval, the per- 
centage of functionally impaired persons increases relative to the 
total Medicare enrollment, indicating that the proportion f func- 



^^Rob t L Kane. Rosalie A Kane and Sharon B Arnold "Prevention and the Elderly Risk 
P'actorf riealth Services Research Vol 19, No 6. February 1985. part II. pp 951-52 

^'^ Kk.. Jin Liu and Kenneth G, Manton "Disability and Long Term Care." A paper presented 
at the "Methodologies of Forecasting Life und Active Life Expectancy " Workshop sponbored by 
NIA. ACLI and HIAA. Bethesda. MD, June 25-2(). 1985. p :{ 

^*Ihid. p :\ 
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tionally impaired persons living in the community increase with 
age; 12.8 percent of those persons aged 65-69 were functionally im- 
paired as compared with 34.5 pe. oent of persons 85 and over. Indi- 
viduals 85 and older are four times more likel> to be disabled than 
those age 65 to 74. 



TABLE 2.-DISTRIBUTI0N OF FUNCTIONALLY IMPAIRED ELDERLY BY AGE 





enrotiment 3$ of iufy 
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80-84 
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Sowa- Macken Preftnmary data from the 1982 Long-Tem Care Survey 



Because of the heterogeneity of the elderly population with 
chronic disabling conditions, the composition of this population in 
terms of levels and types of assistance required is more important 
than the total number of disabled people. Various approaches have 
been designed to define the relationship between disability and 
type and level of resources needed. The most widely employed ap- 
proach is based on the measurement of limitations in performance 
of activities of daily living (ADD.^s 

Measurement of ADL limitations involves determining if a 
pereon has restrictions in performing basic self-care functions (i.e., 
eating, toileting, bathing, getting out of bed, dressing). According to 
the ADL scale, disabled persons are mildly disabled (ADL of one to 
two), disabled (ADL of three to four) or severely disabled (ADL of 
five to six). Preliminary data from the 1982 NLTCS revealed that 
one out of five elderly persons living in the community has at least 
a mild degree of disability (table 3). Approximately 4 percent of the 
elderly populaton are residing in the community with severe limi- 
tations as depicted in chart 3. 



"/M. p. 4. 
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PERCENT THE POPULATION WITH SEVERE ACTIVITY LIMITATION 

1982 




65-74 75-84 B5+ 



AGE 



TABLE 3 -PERCENT OF THE 65-PLUS POPULATION IN THE COMMUNITY WITH ADL LIMITATIONS 



ISH'. AOl score 





mi 


0.sab!e<3 ^ 


Severely 
(Jisa&ied ^ 


Total 




1-2 


3-4 


5-6 




65 to 74 


42 


18 


21 


126 


Male 


34 


17 


24 


117 


Female 


47 


19 


19 


13 3 


75 to 84 


90 


36 


45 


25 0 


Mate 


f^5 


25 


46 


209 


Female 


10 3 


43 


44 


27 6 


854 


174 


78 


104 


45 8 


Male 


157 


77 


75 


408 


Female 


18 2 


79 


118 


482 


All 65 f 


66 


28 


35 


189 


M3le 


51 


23 


33 


16 0 


Female 


77 


32 


36 


209 



» Limited but not m a maiof activity sucrt as eatm;^ Sfsssmg cooirin? cr to'e'iie 
^ Limite<3 II amount w S^ind of m<i)0' actvity 
Unat)!e to C3rr> on major activities 

Source Prehnmary data trom J^e 1982 Mm' loieTorrn Zv^ Sjrve^ 
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Women tend to report the presence of ADL limitations more fre- 
quently than men. Women are more likely to have multiple chron- 
ic conditions which limit their mobility and self-care capacity; they 
are also more likely to live alone. More than 70 percent of func- 
tionally impaired men lived with their spouses as compared with 
only 27 percent of the women.^e 

A higher proportion of blacks reported ADL limitations at each 
age than do whites. In addition, blacks show greater prevalence of 
impairment in cognitive functioning. The fact that a higher pro- 
portion of blacks are functionally and cognitively impaired and 
remain in the community is of interest. The data suggest the use of 
a more extended support system than among whites.^? 

A second set of measures describing limitations in performance 
are referred to as instrumental activities of dnily living (lADL). 
The lADL's are those activities in the home and community which 
enable one to live alone; they include functions such as shopping 
for groceries, cooking, doing launJry, managing money, and taking 
medicine. Limitations in lADUs tend to reflect lower levels of dis- 
ability than limitations in ADL. LADL's capture the ability to per- 
form certain social roles. In addition, some lADL's appear to pro- 
vide more direct reflections of cognitive functioning. For example, 
the functions of managing money and taking medications may be 
accomplished by persons who have severe physical limitations but 
are not cognitively impaired. Similarly, persons with few physical 
limitations but severe cognitive impairments (e.g., Alzheimer^s dis- 
ease) may be less restricted in ADL limitations but have severe 
lADL disabilities. For these reasons, the combination of these two 
measures provides a more complete description of the functional 
limitations of the disabled elderly. 

Manton and Soldo have described four subgroups in the elderly 
community-based disabled population. 2® The first group is a rela- 
tively young group (mean age 73) of generally intact couples with 
few functional limitations. The second group is extremely elderly 
(mean age 86) and generally free of ADL limitations. They suffer 
from several lADL limitations, however. This suggests significant 
cognitive impairment in this group which is -elativv.ly independent 
of serious physical impairment. This is in distinct contrast to the 
third group which though younger (mean age 76) has more ADL 
hnntation and is considerably more limited in physical mobility. 
The physical limitations of the younger, third group can often be 
compensated for by appliance and special equipment while the cog- 
nitive impairments of the second group are more likely to require 
personal assistance care. Thr fourth group is seriously disabled and 

r.Jl^^^^^^^.^^^^^^ Profile of Functionally Impaired Aged Persons in the Community " A 
Pf(?FAffispi) w Long-Term Care Survey, Survey (co-sponsored by 

^'Ibid, p, 23"''^ 

"Kenneth G Manton and Beth J Soldo "Dynamics of Health Changes in the Oldest Old 
fistwo 2 lP85'pF 257^62^^ iV/e/nona/ Fund Quarterlyv Health and Society Vol 



64-699 0-86-2 
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generally married; this group would probably be institutionalized if 
a spouse were not present. 

ADL limitations increase with age and multiple impairments in- 
crease notably after 75 years of age. The maintenance of cognitive 
functioning ability despite increasing functional impairment ap- 
pears to be related to continued maintenance in the community. 
Cognitive functioning among functionally impaired persons in the 
community was found to be relatively intact until 85 years of age 
and ovtr. The combined effects of functional impairments and im- 
paired cognitive functioning appear to provide a strong impetus 
toward the need for nursing home care.^^ The risk of institutional- 
ization is positively correlated with levels of cognitive and physical 
disabilities. 

The Institutionalized Elderly With Chronic Disabilities 

More than 1.3 million disabled elderly are residents of nursing 
homes in the United States. Table 4 presents descriptive statistics 
from the most recent (1977) National Nursing Home Survey 
(NNHS) and the 1982 NLTCS. While the dates of these two surveys 
are not comparable, general comparisons between the two popula- 
tions can be made. In terms of functional limitations, the nursing 
home population has higher proportions of people with ne^d for as- 
sistance for individual ADLs and higher ADL scores. For example, 
40 percent of persons in nursing homes have five or six ADL limi- 
tations, while only 19 percent of the noninstitutionalized disabled 
elderly are so severely impaired. However, given the much larger 
size of the community population, there are actually more persons 
in the commur' i (1 million) at this level of disability than in nurs- 
i" ? homes. 



TABLE 4.-CHARACTERISTICS OF NURSING HOME AND NONINSTITUTIONALIZED DISABLED ELDERLY 

(65 -f) POPULATIONS 

[b percent] 





1977 njfSJng ^ome 

residents 
(N- 1 126 000) 


1982 
NoninstitutK)(t3li:ed 

eider fy 
(N- 5 100 000) 


Age 

65-74 


18 7 


43 5 


75-84 


413 


38 3 


85 + 


400 


178 


Sex 






Male 


261 


35 9 


Female 


73 9 


64 1 


Marital status 






Married 


121 


414 


Not marned 


87 9 


58 6 


ADL 






Bathing 


88 5 


47 4 


Ofessmg 


717 


22 9 


Toileting 


54 8 


22 9 



^'Candace Macken A Profile of Functionall> Impaired Person In the Communit> " A paper 
presenting data obtained during lDb2 lA)ngTerrr Care Survev ico-sponbored b> HCFA, and 
ASPE) p 21 

^Ihtd. p 24 
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TABLE 4 -CHARACTERISTICS OF NURSING HOME AND NONINSTITUTIONALIZED DISABLED ELDERLY 
(65+) POPULATIONS-Continued 

(In pttctfit] 



,000) 



MoMity 



69 2 > 44 2 



Incontinence 4; 4 23 7 

Am ^'^'"^ 336 73 
AOl scores 

No AOL 7^ ,3jj 

}"?• 239 34 2 

f! " 187 155 

40 5 193 



'Help ^ttmg around nsidc 



Soyra Tat)yUtions ot the 1977 Nauonii Nixang Home Sofvey zo6 the 1932 Natww long-Tefm Cye Swvey 



ILLNESS BEHAVIOR OF THE CHRONICALLY ILL ELDERLY 

An important factor underlying functional impairment in the el- 
derly is the failure of many persons to seek assistance.^i Health 
problems reported by the frail elderly, for example, are frequently 
only the tip of the iceberg of treatable problems. This behavior 
springs from the belief on the part of older people that advanced 
age IS necessarily accompanied by illness and functional decline 
and that many symptoms are to be expected rather than treated. 
Other contributing factors include cognitive deficits, fear of hospi- 
talization or the true nature of the illness, and concern about costs. 
Because of elderly person's ageist views of functional loss with 
aging, many old people cannot be relied upon to initiate health 
care for themselves. 

PROJECTIONS OF THE GROWTH OF THE POPULATION OF CHRONICALLY 
DISABLED ELDERLY 

Liu and Manton have projected the size of the population of 
chronically disabled elderly who will require long-term care serv- 
ices for the years 2000 and 2040.^2 A dominant pattern reflected in 
these projections is the rapid increase in seriously disabled persons 
(64 percent from 1980 to 2000, 106 percent from 2000 to 2040) and 
m the over 85 population Most of the growth is concentrated 
among older (75+) females. 

By the year 2040, a pr)jected 13.1 million persons will be living 
m the community with tt lease one lADL limitation and 4.6 mil- 
lion noninstitutionalized elderly will have 3 or more ADL limita- 
tions. These projections are based on the assumption that the cur- 
rent rate of institutionalization can be maintained. 



M°^?o^K.^°';iQ °^ ^^^^^^y " Joumal of Medicine Vol 

61c, No, lo. Mar. 28, 1985, p 830 

/I'^Sfi'^uH".®"^ Kenneth G Manton "Disability and Long-Term Care " A paper presented 
?Tfl*nT 2! Forecasting Life and Active Life Expectancy " Workshop sponsored by 

NIA. ACLI and HIAA, Bethcsda. MD. June 25-26. 1985. p !5. »tA;n»ur«i uy 
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PLANNING TO MEET THE NEEDS OF THE CHRONICALLY ILL ELDERLY 

The quantitative dimension of the aging population highlight the 
unprecedented growth of the oldest-old. However, the range of fac- 
tors that determine the future needs of the chronically ill elderly 
population go far beyond traditional demographic variables. The 
challenge of planning for tomorrow's elderly will require attention 
to their multiple needs as balanced against societal resources oyer 
time. It is in this context that the qualitative aspects of aging 
assume special significance. 

Qualitative factors are personal and environmental characteris- 
tics that define the quality of life of the elderly. Among these are 
family size and structure, financial resources, living arrangements, 
and marital status. As functional limitations increase, environmen- 
tal factors assume added importance for the elderly. The immedi- 
ate social and economic environment can either compensate for re- 
duced levels of functioning or stress already limited capacities. 

Increasingly research is demonstrating the efficacy and efficiency 
of strategies that manipulate the qualitative aspects of aging. A 
viable family support network, for example, often deters a nursing 
home placement. Policy designed to meet the future needs of the 
chronically ill elderly should integrate demographic projections 
with qualitative dimensions of aging. Strategies which emphasize 
enhancing the capacity of an existing social environment (i.e., res- 
pite programs) or physical environment (i.e., installation of ramps) 
arc among the types of interventions that will require public sup- 
port in order to sustain the chronically ill elderly in the 
community. 

The Acutely III Elderly 

The pattern of illness and disease has changed since the begin- 
ning of the twentieth century. Chronic conditions have replaced 
acute conditions as the most prevalent health problems for the el- 
derly. Most hospital admissions of elderly persons are for acute 
episodes of a chronic condition. 

The most frequent reason for hospitalization of the aged person 
in 1985 was heart failure/shock.^* The 10 most common diagnostic 
related groups (DRG's) reported under the prospective payment 
system iPPS) in 1985 are found in table 5. These 10 DRG's account 
for 28.4 percent of the 1985 discharges. The top three, heart failure 
and shock, simple pneumonia, and angina pectoris, make up 12.2 
percent of the discharges reported that year. The average length of 
stay for these 10 DRG's varies from 4.9 days for angina pectoris to 
9.6 days for specific cardiovascular disorders.^^ 



33 U.S. Senate Special Committee on Aging "America In Transition An Aging Society." 
1984-85 edition, June 1985. p 66 

3* Health Care Financing Administration. Bureau of Data Management and Strategy Data 
Supplement Health Care Financing Administration Budget Briefing Book," fiscal year 1987 edi- 
tion, February 1986. p 12. 

3* HCFA, DHHS, working paper. January 1986 
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TABLE 5 ^THE 10 MOST COMMON ORG'S REPORTED FOR PROSPECTIVE PAYMENT SYSTEM 
DISCHARGES JISCAL YEAR 1985 



Desaiptcn Niwnt)ef of Pprcwtaic of Average tenj?t»i 
<i^tgti pps oTstiy 



1 127 Heart fatlure and stwck . ^^q 7^,7 . i 7 r 

2 089 Simple pneumonia and pleiinsy , ;5 

4 W frf^, S 4 

' I8Z tsoptiagitrs, isstioenterrlis, mrsce)lan«o(is digestive dividers 213102 13 << 

5 014 Specific ceiefcfovascular disofdeis ]99'3j9 

6 138 C3;diac aiitiyttima and conduction disofdeis 105475 55 
I 296 NutnlKinal and miscellaneous metabolic disofdefs ui'qw 

8 096 Bronchitis, asttaa. l\ 'J 

9 243 Medical back problem 5 M ^' 

10 088 C hronic obstruclive pulmonary disease. 113866 , j °° 

^ He3«h a«) H^n Pe«h Care tog /taistrata, HCf A fockjroind Pap«. I>,^ mi 

Elderly persons are hospitalized approximately twice as often as 
the younger population stay twice as long and use twice as many 
prescription drugs.36 Older men are more likely than women to ex- 
perience acute Illnesses that are life threatening. HealTh^are utul- 
zation due to acute illness in the elderly is greatest in the fit year 



The Mortality Profile of the Eldekly 



thJ iTt f /^'".^ '"t^.'J^ expectancy have been realized during 
IJnitS sS^ ^t^^""'- ^'^^ expectancy for an infant born in thi 
37^?*^' ^^'^t ^1 years for males and 78 for fe- 

hic ; increase in the growth of the elderly population 

h^ occurred as a result of declining mortality rates across the life 
; . •u'l'^/f''*^ ""^^^ ^""""g ^-'^e el'^e'-ly in recent years have 
toene;th''^t'? '^.l^^f ^, 'i'^' population. The agS 
t^iq8<??=^ f f^.the elderly decreased by 38 percent from 1940 
IPvPl of ^ '1 Age-adjusted death rates show the 

level of mortality tnat would exist if there were no changes in the 
age composition of the population from year to year. Agl-adjusted 
t^rtZ^^ relatively free from the distortions associated with 
a Changing age composition. Reductions in death rates were not 

ArsSn'^nT h^rf ' ^" °f ^^e elderly populatLn' 

orrnrrpH f .u^^^ ^' ^ ^S-Pf'-^ent reduction in the mortality rate 

West nroL5°^^ ^""''^^ P^""'^ 1950-80. The second 

largest proportionate decrease in death rates in the nast HeraHp 

:X7Z'^^T.t' *° If - '^"^^ *he m'"t* numt 

ous ot the aged, this pattern assures a continued growth of the old 
old population throughout the remainder of this century. 
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^ CHART 

AGE ADJUSTED DEATH RATES 
(PER iOO. 000) FOR TOTAL 
POPULATION 

1400 J 




1940 195C 1960 1970 1980 1990 

YEAR 



Source* National Center for Health Statistics, Advance 
Report of Final Mortality Statistics, Vol. 4, 
No 6, Supplement 2, September 26,, 1985. 



TABLE 6 -DEATH RATES (PER 100,000) OF THE POPULATION 65 AND OVER BY AGE AND PERCENT 
OF CHANGE OVER TIME FOR YEARS 1950, 1960, 1970, 1980 ' 



Age 


1950 


IS&O 


change 


1970 


change 


1920 ' 


Change 


peicefll 
charge 


65-74 . . 
75-84. 
85 + 


4,067 7 
9.331 1 
20.1959 


3.822 1 
8.745 2 
19.857 5 


-4 55 
-628 
-1^8 


3.582 7 
8.004 4 
17.539 4 


-626 
-847 
-1167 


2.9685 
7.178 4 
14.489 6 


-1714 
-1032 
-1739 


-27 02 
-23 07 
-28 26 



• 1980 figures are estimates 

Source Oepartmeflt ct Heanti arxJ Human Serwcts 1982 Health-Umted Stales 1982 »)fattsvrfic. MO PuDK Sendee. OHHS Pu^tttion 
No (PKS) 831-1232 



Mortality rates have improved for males and females since 1950, 
but women have experienced more rapid improvement for most 
leading causes of death. The age-adjusted death rate decreased 26 
percent for males and 48 percent females during the period 
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1940-82. Of the leading causes of death for the elderly in 1982, sex 
differences were most pronounced for cancer, expecially lung 
cancer. 

Chronic disease processes cause most deaths at advanced ages. 
Table 7 shows 1983 age-specific leading causes of death for the pop- 
ulation 55 and over. 

TABLE 7.-10 LEADING CAUSES OF DEATH BY OLDER AGE GROUPS, 1983 



(JUl« pef 100.000 copulatjon w speofwJ grcj?) 







65-7* 


75-84 


85+ 


All causes 


1299 


2.883 


6.310 


15.422 


Disease of the heart 


467 


1,444 


2.737 


7.503 


Malignant neoplasms 


439 


832 


1.228 


1.611 


Cerebfovascuia/ diseases 


59 


184 


65: 


1986 


Accidents and adverse effects 


. 36 


49 


101 


268 


Chronic obstructive pulmonary disease 


45 


142 


259 


303 


Pneumonia and influerza 


16 


48 


197 


857 


Otatjetes . .. 


25 


65 


125 


195 


Suiade .. ... . 


17 


17 


25 


22 


Oifonic Nver/arrtwsis. 


. . 36 


39 


34 


18 


Atheroslerosis 


. . 5 


18 


97 


537 



Note- i^e numbers have been rounded 



Soofce- Monthly Vital Slatistxs Repon, Prwsiooa} Data 1383, v 32 Ho 9, Seirt 21. 1985, UWe 8 

According to the National Center for Health Statistics, diseases 
of the heart accounted for at least 39.7 percent of all deaths for 
persons in all of the age groups over 65 in 1983. For persons aged 
65-74, they accounted for 39.7 percent of the deaths; 75-84, 43.4 
percent; 85 and over, 48.7 percent. The second and third leading 
causes of death reported in 1983 are cancer and cerebrovascular 
diseases. Together they account for 35.2 percent of the deaths in 
the 65-74 age group; 29.8 percent of the deaths in the 75-84 age 
group; and 23.3 percent of the deaths in the 85 and over age group. 

As eviderced in table 8, approximately one-half of the overall de- 
cline in mortality among the elderly during the period 1950-83 re- 
sults from the decline in heart disease mortality. Another quarter 
of the mortality decline is associated with the fall in death rates 
for stroke. Cancer is the only major cause of death to have in- 
creased. It should be emphasized that, even though cancer death 
rates increased during this period, the mean age at death from 
cancer also increased paralleling the increase in the mean age at 
death for most major chronic diseases. 



TABLE 8,-DEATH RATES FOR ALL CAUSES ACCORDLNG TO AGE. 1950-84 





1950 


1960 


1970 


1980 


1981 


1982 


1983 


1984' 


Ail ages, age adjusted 


8415 


7609 


7413 


585 8 


568 8 


5538 


550 5 


547 7 


Ail ages, aude 


9638 


954 7 


945 3 


8783 


8624 


852 0 


8628 


8668 


55 to 64 


1.911.7 


1.735 1 


1.658 8 


1.3463 


1.322 1 


1,297 9 


1.299 5 


1.289 6 


65 to 74 


4.067 7 


3.822 1 


3,582 7 


2,994 9 


2.922 3 


2.885 2 


2.874 3 


2.864 4 


75 to 84 


9.33! ; 


8,745 2 


8.004 4 


6.6926 


6,4290 


6.3298 


6,441 5 


6.4165 


85 ar>d a/er 


20.1969 


19.857 5 


17.539 4 


15,9803 


15.228 6 


15.0483 


15.1680 


14.890 1 



» Provjsixial data 
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A variety of factors are responsible for the substantial decrease 
in mortality from heart disease and stroke. These include increaspd 
access to and use of preventive health services, advances in medical 
and surgical treatment of coronary artery disease, improved con- 
trol of blood pressure, decreased smoking, increased exercise, modi- 
fied eating habits and, in general, healthier life styles. 

The mortality assumption made by the Bureau of the Census 
that death rates will continue to decline at their current pace at 
least to the year 2000 seems reasonable. For those now reaching 65 
and succeeding cohorts, mortality rates from heart disease and 
stroke may decline even further as a result of more favorable inter- 
ventions with well known risk factors, such as smoking, as well as 
additional advances in medical technology. Eliminating deaths due 
to major vascular diseases (i.e., heart disease and stroke) would add 
an average 11.4 years to life at age 65.^® 

Under any of the Bureau's assumptions, the major impact of de- 
clining mortality rates on the age structure of this population will 
be on the number of old old (85-1- J. If projections are accurate, 
there will be 5.4 million persons 85 and over in 2000 and over 13 
million persons in this age group in 2040. The possibility of life ex- 
pectancy increases at very advanced age was not represented in 
most population projections until the early 1980's. One distinctive 
feature of this population group is that they have the highest per 
capita service needs. 

In the section which follows, an overview of the health needs of 
the elderly population will be presented. Emphasis will be placed 
on the elderly's need for and utilization of the following health 
services: hospitals, long-term care services including nursing 
homes, and home care; and health care professional services; and 
preventive health services. Health care expenditures for these serv- 
ices will also be addressed. 

HEALTH NEEDS OF THE ELDERLY IN THE UNITED STATES 

The dimensions of the current health service consumption of the 
aged only hint at future possibilities. The elderly's consumption of 
health services is growing due to absolute increases in the total 
aged population, greater numbers of individuals in the eldest sub- 
group, and an increased number of services provided per person. 
Higher expectations for good health, the availability of third party 
financing and increased access to certain medical advances (i.e., 
renal dialysis, radiation therapy) are prominent among the factors 
contributed to greater use of health services by the elderly. 

Hospital Utilization 

Short-stay hospital admissions for the elderly increased by more 
than 50 percent between 1965 and 1983 (chart 5). 



U S Senate Special Committee on Agmg "America in Transition An Aging Society,*' 1984- 
85 edition, June 1985. p 71 
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[chart _5] 

USE OF SHORT STAY NON-FEDERAL HOSPrALS 
CHANGE SINCE MEDICARE WAS ENACTED 
1965 AND 1984 




ALL ASES 65-74 75-fi4 B5+ 



AGE 



Source- National Center for Health Statistics, National 
Hospital Discharge survey, 1965 and 1984. 

The 1984 National Hospital Discharge Survey shows that 11.2 
million elderly patients (30.2 percent of all hospital discharges) 
were discharged from hospitals in 1984 (table 9). The population 75 
and over accounted for 22.4 percent of short-stay hospital days. The 
average length of hospital stay for those 65 and over was 8.9 days 
in 1984. 

The 1984 data shows that the elderly still tend to remain in the 
hospital a little over 2 days longer than is the average for all ages. 
The hospital discharge rate for those 85 and over is still 84 percent 
higher than that for the 65 to 74 age group. The average hospital 
stay for persons 65 to 74 was about 8.5 days in 1984. For those per- 
sons 85 and over it was 9.8 days (chart 6). 
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!"cHA9T el 

DURATION OF STAY 3Y ELDERLY IN SHORT-STAY NON-PEOEHAL HOSPITAL 
BY AGE: 1984 




AGE 



SfJurcf: Natior.til center lor Health .statistics, 1981 
National Hospital Discharge Survey, 1984. 

TABLE 9 -UTILIZATION OF SHORT-STAY HOSPITALS FOR SELECTED AGE GROUPS, 1984 



0tsch3fge(J patterns O^ys of care 



Age group 


Number in 
tiiousands 


Percent 
distfibulioo 


Rate per 
thousand 


Number in 
thousands 


Percent 
(JislributKXi 


Rate per Average length 
thousand of stay 


Ali ages 


37.162 


100 0 


158 5 


244,652 


100 0 


1,043 5 


66 


45-64 ... 


8,195 


221 


183 3 


58,877 


241 


1,316 8 


72 


65-74 


5,353 


14 4 


319 6 


45,399 


186 


2,7110 


85 


75-84 


4.294 


116 


493 1 


39.414 


161 


4,572 4 


92 


85 + 


1,580 


43 


590 8 


15,423 


63 


5,767 9 


98 


65 + 


11,226 


30 2 


400 4 


10.237 


410 


3,574 8 


89 



Socfce Nalwnal Center for Health Statistics. National Hospital Discharge Survey, 1984 



LtOng-Term Care Service Utilization 

Long-term care refers to extended health, social, and residential 
services required by an individual to compensate for losses in inde- 
pendent functioning resulting from physical or mental impair- 
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ments. Elderly persons are the primary recipients of long-term 
care, 

NURSING HOME USE 

At any point in time, approximately 5 percent of the elderly in 
the United States are residing in a nursing home. It has been esti- 
mated, however, that 20 percent of the elderly are in nursing 
homes for some time during a year. In 1985, an estimated L5 mil- 
lion elderly persons will spend time in nursing homes.^^ Nursing 
homes are used for short-term rehabilitative care and short-term 
terminal care as well as for long-term chronic care. The average 
length of stay in a nursing home is 75 days which reflects both the 
large number of short, mostly Medicare stays as well as the long- 
stay patients (whose average length of stay is almost 2 years.)^^ 
Nearly 75 percent of nursing home residents are without a spouse, 
as compared to just over 40 percent of the non institutional elderly. 
Nursing home residents are disproportionately very old, female, 
white, and currently unmarried. 

Institutionalization rates increase dramatically with age. Only 2 
percent (295,000) of the elderly 65-74 years of age are expected to 
be in nursing homes in 1985 as compared with 7 percent (627,000) 
of the elderly 75-84 years of age and 16 percent (489,000) of those 
85 years of age and over.^i Major predictors of institutionalization 
include: mental disorders, severe functional dependencies, and 
weak or absent social support systems. During the period 1985- 
2000, the nursing home population is expected to grow from 1.4 
million to 2.2 million, an increase of 57 percent By 2040, 4.6 mil- 
lion elderly are expected to be institutionalized (chart 7). 



^^Ibid, p 73 

^'^Anne R Somers "Financing Long Term Care for ihe Elderly Institutions, Incentives, 
Issues America s Agmf^ Health In An Older Society Institute of Medicine/ National Research 
Council National Academy Press Washington, DC 1985 

*'Ibid,pl5 
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CHAR^ 7' 
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Manton and Liu. The Future Growth of the Long- 
Term Care Population Projections Based on the 
1977 National Nursinq Home Survey ar.d the 1982 
Long-Tern Care Survey* March*, 1984. 



In 1980, there were approximately 1.4 million nursing home 
beds, or 54 beds per 1,000 elderly in the United States. The annual 
growth rate for nursing home beds was 2.9 percent between 1976- 
80; this rate represents l considerable decline from the 1963-73 
decade when the rate of growth was 8.1 percent per year.^^ 

Nursing homes are generally classified according to their Medi- 
care or Medicaid certification as skilled nursing facilities (SNF's) 
which provide 24 hour skilled nursing care under supervision of a 
physician or intermediate care facilities (ICF's) which are intended 
for patients who require less intensive care. In 1977, 32 percent of 
the homes were ce^ified ICF's only; 19 percent were certified as 
SNF's; one-fourth :re both; and one-fourth had no certification; 
Mec' care will reimourse only for SNF's; Medicaid will pay for 
either ICF's or SNFs.^^ 

As of 1977, 77 percent of all homes and about 70 percent of all 
beds were proprietary. The most drr matic change in the nursing 



Pamela Doty, Korbin Liu and Joshua Wiener "An Overview of Long-Term Care " Health 
Care Financing Review Vol. 6, No. 3, Spring 1985, p. 71 

*' Anne R Somcrs. "Financing Long Term Care for the Elderlv Institutions, Incentives, 
l^ues " /Americas Aging Health In An Older Society Institute of Medicine/National Research 
Council. National Academy P'-ess. Washington, DC, 1985 
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home industry has been the growth of proprietary chain oper- 
ations. Today, over one-third of all nurang homes .re part of 
cnanis, many ot which also operate home care programs. 



HOME CARE USE 



The dimensions of community-based services utilization are com- 
plex because of the variations of informal care and health service 
combinations that are available. This segment of the long-term 
care industry comprise a heterogeneous collection of agencies, insti- 
tutions, and public and private programs whose common denomina- 
tor is a commitment to noninstitutional health care for the chron- 
ical y ill and disabled, especially the elderly. Prominent among the 
health services available in the community are home health care, 
pices rehabilitation day hospitals, and hos- 

The volume of both formal and informal care services that is 
being delivered to the 5 million disabled elderly residing in the 
community is enormous; over 4 million days of formal care and 
nearly ^7 million days of informal care are being delivered weekly 
These figures represent approximately 1 day of formal care and 5 
days or intormal care being delivered per person 
tv ^iToftV^ ^i-''^^"* the disabled elderly living in the communi- 
ty n iy«A relied exclusively on spouses, children or other ^Mnfor- 
mal sources of support for ADL or lADL problems. Relatives pro- 
Sable io)^^''^^" ^^""^ ""^'^^ ^""^ P^^^^"* females 46 

TABLE 10 ^PERCENT DISTRIBUTIONS OF CAREGIVERS BY REWTIONSHIP TO 65-PLUS INDIVIDUALS 
WITH ACTIVITY LIMITATIONS 



65 to 74 
Spouse 
Offspring 
Other relative 
Forma) . 

75 to 84 
Spouse 
Offspring 
Other relative 
formal 

85+ 

Spouse 
Offspring 
Other relative 
Formal 
AH 65+ 
Spouse 



C3fC recipient 



45 18 

21 29 

21 33 

13 20 

35 8 

23 35 

25 36 

19 23 

20 2 
34 39 
27 36 
19 23 

37 10 



^*Ibid, p 191 

«t Vkp ''mT.k:^" Kenneth G Manton "Disability and Long-Term Care " A paper presented 
search and Health Care Technology Assessment, April 1985, p 9 services Ke- 
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TABLE 10.-PERCENT DISTRIBUTIONS OF CAREGIVERS BY REIATIONSHIP TO 65-PLUS INDIVIDUALS 
WITH ACTIVITY LIMITATIONS-Continued 



Care fecj{«nt 
Ma'< Fem35e 



Offspfjng . 
Other relative 
Formal 

Source PrefcrHswy cSata from the 1932 NatiOMi Locg-Tefm Care Survey 



24 34 
23 35 
16 21 



In 1984 approximately 1 million disabled elderly received both 
paid and non-paid care and only 240,000 used paid care only (table 
11). The group receiving both paid and non-paid care had a propor- 
tionately large number of people with severe ADL limitations. The 
paid-care only group had the greatest proportion of individuals 
with the lowest ADL scores. These results suggest that paid care 
may be a necessary complement for informal caregivers in the case 
of severely disabled individuals. Paid care also appears to serve as 
a source of assistance for individuals needing assistance with 
chores such as laundry or shopping.^ ^ 

TABLE IL-PERCENT OF INDIVIDUALS WITH LIMITATIONS BY ADL LEVEL AND SOURCES OF 

ASSISTANCE 



broMw level 



lAOl only 
ADUl-2 
A0L=3-4 
AOU5-6 



All levels 



Total ' 


All helpers are 


All helpeis are rot 
paid 


Both P3kJ arxJ 
f)0op3K] heipe.s 


311 


386 


341 


18 2 


(7) 


(32) 


(8) 


(13) 


34 2 


413 


34 6 


306 


(7) 


(3 2) 


(8) 


(16) 


15 5 


114 


14 4 


20 5 


(6) 


(21) 


(6) 


(14) 


193 


86 


169 


30 7 


(6) 


(18) 


(7) 


(16) 


1000 
(4.384,181) 


1000 
(240.611) 
(15.630) 


1000 

(3,237.582) 
(53.818) 


1000 

(905.988) 
(29.926) 



' Total does not equal 4 6 mcm total Asabled ekJerJy tecau« of unknowns 
Note Standard ttm are m parenll^eses 

Soorce Kernetfi G Manlofi and Kortxn Uu "Home Care Expenses for Kon instil'jt>ona>ized tWerty Wlh AOl and lAOL Lim'tatxxis" Natwal 
Center iof Health Services Research and Health Care Technology Assessnwnt April i985 

Two growing dimensions of the home care industry are home 
health care and hospice care. In 1984, 41 million home health visits 
were made to Medicare beneficiaries (table 12). This represents a 
46-percent increase over the number of home health visits reported 
in 1980.4« 



Daniel R Waldo ancJ Helen C Lazenby "Demographic Characteristics and Health Care 
Use and Expenditures by Age m the United States 1977-1984 " Health Care Financing Review 
Fall 1984. Vol. 6. No 1, p, 14 



ERLC 



29 



25 



TABLE 12 ^HOME HEALTH SERVICES, USE, AND REIMBURSEMENT UNDER MEDICARE AND MEDICAID 

SE!ECTED YEARS, 1S70-84 



Yeai 



Vtsjts (rmlliwis) Rf"T>txJ^»mePts Recipients Payments 
_______ ("'•ifiws) (thousarKls) (nMlIions) 



1970 
1975 
1977 
1979 
1980 
1981 
1982 
1983 
1984 



6 $62 M099 »$254 

H 217 202 4 703 

16 367 363 1 1800 

19 518 3584 262 2 

22 662 392 4 3320 

23 818 401 7 427 8 
31 1.244 377 3 495 5 
37 1.613 421 8 597 2 
41 1.945 433 6 764 9 



' 1973 



It is estimated that there are more than 7,800 home health agen- 
cies or programs in the United States; some 5,983 of these a»-e certi- 
fied by Medicare as of December 1985. Table 13 shows the distribu- 
tions ot ownership in 1977 and 1985. Home health agencies which 
are hospital-based and proprietary are growing while the number 
operated by the government and Visiting Nurses' Association is de- 
clining. 

TABLE 13,-MEDICARE CERTIFIED HOME HEALTH AGENCIES, PERCENTAGE DISTRIBUTION BY TYPE OF 
AGENCY, 1977 AND DECEMBER 1985 



(In perctfitj 



Type 19;; 



1985 



Visiting nurse assoaatioos . ^ 19 q 

Government „, J: 

Hospital-based. .[ 

Proprietary ... ^ 5 « 

Private nonprofit il T. 

Other ...... *f 

4 4 



Source Homt HwBh One. v VI. fed 26. 1962. p 2. and unpuNsfied data iron, the Hcallti Care franang Uimma, 

Hospice has developed in the United States to serve the needs of 
individual communities. According to the surveys conducted by the 
Hospiee Project of the Joint Commission on the Accreditation of 
VoQoPip ^ hospices in 1981 and 1,300 in early 

19«d. Fewer than 10 States are licensing hospices and some 
btates with licensing recognize only one type of provider. Of the pa- 
tients served by hospice in 1983, approximately 70 percent are age 
b5 and older. Thirty percent of all hospice patients die within 5-7 
days ot admission; the average length of time in hospice is 44 days, 
bighty peruent of hospice care is provided at home.*" 



'■"Ibid, p. 32 
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HEALTH CARE PROFESSIONAL SERVICES USE 

Utilization of physician services increases with age. Approxi- 
mately four out of five elderly living in the community had at least 
one contact with a physician in 1983. More than 16 percent of 
total physician visits during 1983 were made by persons 65 and 
over. On the average, elderly people are more likely than younger 
ones to make frequent visits to a physician. Persons 65+ visit a 
physician eight for every five times by the general population. 
Since the enactment of Medicare, the average number of physician 
contacts and the percentage of persons 65 and over reporting that 
they had seen a physician in the last year has increased signifi- 
cantly, particularly for persons with low incomes. 

Approximately three-quarters of visits by elderly are made in 
physicians offices. The remaining visits are divided among hospital 
emergency rooms, outpatient departments, homes, and telephone 
consultations. The higher use of physicians by the elderly is associ- 
ated with their higher probability of being in poor health. The ma- 
jority of those who had not seen a physician in 1980 considered 
themselves in good health. 

The aging of the population will create a greater demand for 
medical care. The need for physician visits will increase by 18 per- 
cent (over 30 million visits) by the year 2000, and by 30 percent 
(over 50 million visits) by 2020. These figures are based on 1980 
physician visit rates (153 million visits) and the U.S. Census 
Bureau population projections. 

The health care needs of the elderly are broad in scope and re- 
quire the participation of a number of health care professionals 
who are educated in geriatrics and gerontology. In addition to phy- 
sicians, nurses have substantial responsibilities for providing serv- 
ices to the elderly in a wide range of settings such as hospitals, 
long-term care settings, ambulatory care programs, and day care 
programs. Dentists, social workers, and allied health professionals 
also actively contribute to the care of the elderly. 

Available data, however, indicates that only a small fraction of 
health professional schools have required curricula in geriatrics 
and gerontology. 5 4 In 1984, only 5 to 25 percent of the cadre of 
competent teachers and researchers who are required to address 
the health care needs of the elderly were available. ^ 5 

PREVENTIVE HEALTH SERVICES USAGE 

Utilization of preventive health services by the elderly varies by 
service. The majority of the elderly do not seek health services if 
they perceive themselves to be in good health. The elderly who 
report that they have not seen a physician within a year, for exam- 
ple, also report that they have no need of physician care. 



Ibid, p. 33 ^ * A c » - lotn 

"US Senate Special Committee on Aging "America in Transition An Aging bociety, 1JH4- 

85 edition, p 78. 
53 Ittid, p 78 

S4 L, "Report on Education and Training in Geriatrics and Gerontolo^ Nation- 
al Institute on Aging, Department of Health and Human Services, February 1984, p 5 
"/6irf. p. 51 
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tmn A ^!'* P^^^r of^" than the younger popula- 

H«t in lo^sf population visited a den- 

fifse At ^ compared with 52 percent of the population 45 to 
o ^t P^'^e^t', elderly do not receive sufficient 'preventive or 
therapeutic dental care. It is estimated that almost one-third of the 
population IS likely to lose teeth between the ages of 5u and 70- the 
major cause of loss of teeth is periodontal dfsease StSes have 
WW ^P'-pye'nfnt »n oral hygiene and plaque control is ef- 
fective in preventing dental care and periodontal disease in adults. 
^Jl^Z ^'^^'"P'-es of functional impairments that can be compen- 
sated for or corrected through preventive health services are vkSal 
and hearing deficits. Yet, these deficits are among the best exam 

aiS IdThe'wk'oTS"^- ^'^ -"'g' °f vlfual and hearing 
aids dnd the lack of Medicare reimbursement for these aids con- 
tribute to the lack of attention these functional impairmSfts rl 



Many of the chronic conditions of the elderly are strongly associ- 
ated with the personal health habits of the elderly. In generfTS 
evidence linking behavioral changes in the elderly to r^uce r^k of 

The most dramatic exception to tto ciga- 
rette smoki.ig, which is a m^or risk factor in cardiovascular dis- 
..T^fn- f ^^^^ '^"'r- Nonetheless, a number of b^ifavio^ 
tion ff ttuT''^^' reduction are worthy of the atten- 

tion ot health care professionals because intervention in these 
areas have demonstrated positive effects. Appropriate interventfon 
associated with these behaviors will foster a sense of weTlSg en- 
hance the self-concept of the elderly and promote social inStioS. 

HEALTH CARE EXPENDITURES OF THE ELDERLY 

counPfo^r Tic P^':'^^'?* °^ the population in 1984, ac- 

ZIaU^J %7^^rilu °^ country's total personal health care ex- 
Jp.wn?% I ^^Pe^^itu'-es represent total health care in- 

vestment from all sources exclusive of research.«« Per capita 
spending for health care in 1984 represented a 13-percent annua! 

Sirfv^ P^'-u^^"^! health care expend tS?es of 

the elderly were expected to reach $120 billion in 1934 (table 14 A- 

Health Carb Expenditures by Source 
hospital 

iqS°?ii^' ''^''^ ^e^,was projected to cost $54 billion in 

burimPnt'^!^!?n^T"/p'^".l^ *° ^^'^^^ P^'- ^^Pit^- Medicare reim- 
,onrrP^ nf Kr"f ^"l, three-quarters of that amount; other 
sources of public funds paid about 15 percent of the bill Private 

nf.in/"'"''^"'!f '^^^T'^ ? P^^'^^^^t of the costs; the remaining 3 
percent was paid out-of-pocket. « 9 ciHaiuiug o 

s"J!lL%"lt ^^'"^ Committee on Aging ' Amenca .n Trans.fon. An Agmg Society." 1384- 
" Ibid., p. 79' 
'■'Ibid. p. 79. 
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LONG-TERM CARE 

Most of the national expenditures for long-term care are for 
nursing home or other institutional care. In 1982, $27 billion were 
spent for nursing home care; 1984 estimates imply an expenditure 
of $880 per person. Expenditures for nursing home care have quad- 
rupled since 1974. «° The growth of expenditures for nursing home 
care is attributed to changes in the types of days of care per capita, 
increased numbers of aged and price inflation. Expenditures tor 
nursing home care are almost equally divided between public and 
private sources. Medicaid pays approximately 42 percent ot the b'll. 
Medicare SNF expenditures account for only 2 percent of total ex- 
penditures for nursing homes and 1 percent of totel Medicare ex- 
penditures. Private health insurance coverage of nursing home 
care is minimal, leaving a large out-of-pocket liability for the con- 
sumer of care.^' 

TABLE 14A -PERCENT DISTRIBUTION OF PER CAPITA PERSONAL HEALTH CARE EXPENDITURES FOR 
PEOPLE 65 YEARS OF AGE AND OVER, BY SOURCE OF FUNDS AND TYPE OF SERVICE; UNITED 
STATES, 1984 

Type o< service 

Yeat yxj sowce of Crtbefcare 



1934- 



-Pe.«.a . . 00 .000 .000 .000 .000 

V- 26? m 59-9 

Insurance '\ , 5 

Go^rZr 67 88 6 60 3 48 1 34 7 

Other jwernment 56 31 



TABLE 14B -DISTRIBUTION OF PER CAPITA PERSONAL HEALTH CARE EXPENDITURES FOR PEOPLE 
65 YEARS OF AGE AND OVER, BY TYPE OF SERVICE AND SOURCE OF fUNDS- UNITED STATES, 1984 



Type of s«v« 



""Jit** rol3l Hospital ftfxaK "jl^"^ Otheicare 



Total S<.202 1°'"' "2 20 , 20 9 11 

pit. 1 379 100 0 !5 7 250 33 1 26 

""Lm ..363 .000 .5 3 253 33 1 

Out^of-pocket 1.059 100 0 5 M M 3 3 

InsurancT 304 100 0 49 2 386 33 8 9 



Ottoix-vate .6 .000 «: 1 9 39 1 170 

Government 2.823 100 0 59 7 186 150 68 

-,051 100 0 69 2 24 5 0 9 54 

Med«ri 536 1000 17 0 3 1 65 1 11 5 



Medo-e 2^051 100 0 69 2 24 5 _0 9 M 

Ot;«r government 236 100 0 73 2 2 4 165 7 9 



Ibid . p 13 
" Ibid. P 13. 
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TABLE 14C -PERSONAL HEALTH CARE EXPENDITURES IN MILLIONS FOR PEOPLE 65 YEARS OF AGE 
AND OVER, BY SOURCE OF FUNDS AND TYPE OF SERVICE: UNITED STATES, 1984 

Year aad source of funds Typeofswy^ce 



1984 



care Hospttat Physician Hamz how other care 



L^L $54,200 $24,770 $25,105 $15,798 

" ^^'^'^ ^'^^^ 9.827 13,038 10316 

" 8 ]'270 If^ ''il' '''' 

• 466 ' ''''I "2 

^7^:; 30.531 48.040 14.943 12. 54 

Z^r ' " ^l'^^^ ^0-524 14.314 539 3.142 

S^S: " . 15.288 2.595 467 10418 1 808 

Other gwernfnent 6 724 4 920 ifi? Tun 

Exhibit p(V7lat)on(.nm,lte) '/s ' 



TABLE 14D -PER CAPITA PERSONAL HEALTH CARE EXPENDITURES FOR PEOPLE 65 YEARS OF AGE 
AND OVER, B Y SOURCE OF FUNDS AND TYPE OF SERVICE: UNITED STATES, 1984 

fear and source of fjnds - Type of service 



1984 
Total 
P/fvate 
Consumef 
Out of-pocKet 
Insurance 
Other private 
Government , . 
Medicare 
Medicaid 

Other government . , 



Total care 


Hosptal 


Physcan 


Narstfig home 


Other care 


$4,202 


$1,900 


$868 


$880 


$554 


1.379 


216 


344 


457 


352 


i.363 


209 


344 


451 


359 


1.059 


59 


227 


441 


332 


304 


150 


117 


10 


27 


16 


7 


1 


6 


3 


2.823 


1.684 


524 


423 


192 


2.051 


1.420 


502 


19 


no 


536 


91 


16 


365 


63 


236 


172 


6 


39 


19 



r^^HW *t expenditures for home health care are also increasing 
rapidly, but are small relative to expenditures for nursing home 
care Expenditures for home health under Medicare and MedicaTd 

ex^nditures Medicare home health payments were $1.1 billion in 
Jfn V,/ fu^^uV^-^ P^^^^"^ °f Medicare expenditures) Medic 
^i^t .^t^^^-'^P.^."^'*"''^^ 0^^406 million accounted for 1.7 per- 
tfr^it/ Medicaid payments in fiscal year 1982.« Industry's es- 
timate of its private insurance and out-of-pocket expenditures for 
home health care in 1981 was $2.3 billion." peuunures ror 

PHYSICIAN SERVICES 

Spending for physician services for the elderly grew an average 
of 18 perce nt per year from 1977 to 1984, reaching a projected level 

*^Iota, p. 72. ^' 
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of $24.8 billion in 1984.®* The growth in patient days spent in the 
hospital by the elderly (3-percent increase per year during the 
period 1977-83) largely accounts for the increased physician serv- 
ices and costs. ^ 

Financing of Health Care Expenditures 

The aging of the population has placed an increasing strain on 
the mechanisms for financing health care consumption. The group 
65 and over is expected to reach 13 percent of the total U.S. popu- 
lation by the year 2000. The aging population will increase the 
demand for health care. Without dramatic changes in reimburse- 
ment practices, the ability of Government programs to finance this 
increased demand will be greatly diminished. The major sources of 
financing the health care of the elderly in the United States in 
1984 are depicted in chart 8. 

f^CHARlT! 
L i 

PERSONAL HEALTH CARE EXPENDITURE FOR THE ELDERLY 
BY SOURCE OF PAYMENT. 1984 




Source Health Caro Financing Administration^ office of 
Financial and 'Actuarial Analysis. 



"Daniel R Waldo and Helen C Lazenb> ' Demographic Characteristics and Health Care Ex- 
penditures by the Aged in the United States 1977-1984 " Health Care Finananfi Renew Fall 
1984, vol 6, No l,p n 

"/feirf, p 13 
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GOVERNMENT FINANCING 



Public funds are the major source of health care payments for 
the 65-plus persons. Medicare and Medicaid accounted for more 
than 60 percent of all personal health care expenditures for the el- 
derly in 1984. Other sources of public funds include the Veterans 
Administration, Department of Defense, Indian Health Service, 
States and counties. 



Medicare expenditures of $64.6 billion in 1984 comprised d1.3 
percent of total Federal outlays for health care in this year as com- 
pared to 40 percent in 1973.6« The Medicare Program was responsi- 
ble for 18.5 percent of all personal health care expenditures in 
1984. Hospital care accounted for 68.7 percent of all Medicare 
spending. Costs for hospitals are fueling Medicare's growth (chart 
9). By 1990, Medicare is projected to account for 63 percent of Fed- 
eral outlays for h'=»alth care; projected Medicare outlays are expect- 
ed to reach $131 billion in this year. Medicare outlays represent an 
ever-increasing share of the real resources of the economy, and will 
finance an increasing share of national health expenditures even 
under the prospective payment system (PPS).^? This phenomenon 
is expected because the elderly population is growing three times 
faster than the population under 65 years of age. 



Medicare 



! CHART g^l 



WHERE THE MEDICARE DOLLAR FOR THE ELDERLY GOES 1984 



NURSING HOMES OTHER 
1% \ 5^ 



PHYSICIANS. 
25% i 




HOSPITALS 
69% 



Source: HoaUh Care Financing Adrriiustration , "ffiro 
financial and Actuari'l Analysis 



"Ibid.p 15 
"Ibid.p 15 



ERIC 



36 



32 

Medicaid 



Mwlicaid accounts for approximately 13 percent of personal 
hS care expenditures for the elderly.«« The vast majority of 
Kcaid outlays a.-e for the small portion of the elderly in nursing 
homes (chart 10). 



^CHART iOj 



WHERE THE MEDICAID DOLLAR FOR THE ELDERLY GOES' 1984 



OTHER CARE 



PHYSICIANS 
3% 



HOSPITALS 




NURSING HOMES 
68% 



court* Htalrh Caro FiiiancinK Admi n i '^t ration Otfico <>f 
Financial and AcTuanal AnaU«sis 

PRIVATE FINANCING 

Private Health Insurance 

Private health insurance accounts for less than a tenth of all 
spending for health care for the aged. In 1981, approximately 60 
percent of the aged population had private health insurance cover- 
age of hospital expenses; 12 percent had private coverage of major 
medical expenses.^^ Much of the private insurance coverage takes 
the form of **Medigap" coverage. 



e«U.S. Senate Special Committee on Aging. "America in Transition An Aging Society. !984- 
85 edition, p 84 ^ 

Daniel R Waldo and Helen C Lazenby "Demographic Characteristics and Health Care Ex- 
penditures by the Aged in the United States 1977-19^4" Health Care Financing Review Fall 
1984. vo) 6. No. 1. p 25 
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Out-of-Pocket Costs 

aged consumed $4,202 of health care per capita in 1984, of 
which $3,143 was paid by third parties. The remaining $1,059 rep- 
resented out-of-pocket costs borne by the elderly.'"' When one takes 
into account insurance premium payments, deductibles, etc.. true 
out-of-pocket costs are approximately $1,575. Direct out-of-pocket 
ioq] elderly averaged 15 percent of their income in 

iy«4; this represents a considerable financial burden for the elder- 
ly. ' Out-of-pocket expenditures are not only payments the aged 
make for services (nursing home care, physician visits, health aids) 
vchart 11). The aged also pay private health insurance premiums, 
as well as monthly supplementary medical insurance (SMI) which 
are reflected as out-of-pocket expenditures. 



[CHART 11 



WHERE THE OUT OF POCKET DOLLAR FOR THE ELDERLY GDES: 1984 




'"Ibid., p 25 

85 edytion^"82 ^^^""^ Committee on Aging "America in Transition An Aging Society " 1984- 
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MAJOR ISSUES ASSOCIATED WITH THE HEALTH CARE 
SYSTEM FOR THE ELDERLY IN THE UNITED STATES 

Basic Research 

Advances in biomedical research may dramatically affect the 
quality of the elderly's lives. Basic research currently being con- 
ducted on Alzheimer s disease may help moderate increases in the 
prevalence of this disease. Various clinical approaches to control- 
ling osteoporosis and preventing hip fractures are currently being 
investigated. Clinical trials to determine the efficacy of treating hy- 
pertension in the elderly are underway. All of these initiatives rep- 
resent potentially major breakthroughs. What is clear is that re- 
search is needed to fill data gaps associated with aging and health. 
These data could result in decreases in chronic disease prevalence 
and associated disability. Such information could lead to a reduc- 
tion in the need for costly long-term care service. 

Preventive Health Services 

The present health care system provides few incentives for the 
elderly to participate in health promotion and disease prevention 
services. Research on the efficiency and effectiveness of health pro- 
motion and disease prevention in later life is vital. The proper 
place of prevention in reducing or eliminating the chronic diseases 
and resulting functional disabilities characteristic of the elderly 
needs to be defined. Particular attention needs to be paid to estab- 
lishing the importance of various personal behaviors and social 
conditions as risks for the elderly. 

Data on the efficacy of health promotion and disease prevention 
strategies should provide the basis for changes in reimbursement 
policies which are directed at enhancing the quality of the lives of 
essentially healthy elderly. 

HosriTAL Care 

The financial incentives for hospitals are changing dramatically. 
Both public and private sector payers are instituting mechanisms 
to control the rise of health care costs. Cost-saving arrangements 
such as health maintenance organizations (HMO's), preferred pro- 
vider organizations (PPO's), co-payment on more services, higher 
deductibles, payment for second opinion, and the use of ambulatory 
surgery are all being encouraged. 

In the public sector, the prospective payment system (PPS) in the 
to:m of DRG*s is having direct implications for hospital in-patient 
services and indirect effects on post-hospital health care services. 
The changing hospital environment is characterized by increasing 
pressure to reduce the rate of increase of hospital costs. Competi- 
tion is forcing hospitals to diversify by integrating ambulatory care 
and long-term care services into their range of services. 

The elderly population has a high incidence of multiple cnronic 
conditions. Such conditions are not well represented by the current 
DRG system. DRG categories do not reflect the differential severity 
of illness. Consequently, there may be financial disincentives to 
provide the services which an elderly person with multiple chronic 
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conditions requires. The current system raises concern about the 
appropriate provision of geriatric care to meet the special health 
problems of the aged. 

^^^^^1?^^^ ^^^^ suggest that the emphasis on cost-contai.iment 
under PPS has resulted m serious quality problems for the elderly. 
The elderly are not knowledgeable about their rights under the 
DRG classification system and are being discharged ''sicker and 
quicker from the hospitals. Concern has been expressed about pre- 
mature discharge of elderly patients (i.e., discharge before they are 
niedically stable) and the discharge of the elderly without assuring 
that their post-hospital health care needs would be met. Changes in 
policies associated with PPS are needed to assure that elderly 
Americans receive the quality of hospital and post-hospital care 
they deserve. 

Health Care Professional Services 

Education and training of health care professionals to effectively 
care for older persons is a critical policy issue. To meet the needs of 
the elderly population, health care professionals need to acquire 
knowledge, skills, and attitudes to address the unique needs of this 
i^F^^asingly significant population. The resources needed to accom- 
plish the practice and research missions of gerontology and geriat- 
rics are severely lacking. Teachers and researchers with special 
preparation in aging are critically needed across all health care 
disciplines to respond to the geriatric imperative. 

Long-Term Care Services 

The long-term care system in the United States is in crisis. Func- 
tionally impaired elderly are experiencing great difficulty in ob- 
taining safe, effective and appropriate services at affordable prices. 
A major effect of the PPS system has been to highlight the inad- 
equacies of a long-term care system which is not prepared to deal 
with the elderly patients who are discharged "sicker and quicker" 
from the hospital. 

One of the most serious problems in the existing long-term care 
systeni IS the limited supply of appropriate long-term care services. 
The shortage of alternatives to institutional care is particularly 
acute. For example, in spite of the rapid increase in home health 
care expenditures in the last few years, most estimates are that 
many adults continue to have unmet needs. 

Data available on home care point to the great reservoir of infor- 
mal help available to the functionally impaired persons. Yet, pro- 
grams which offer respite to caretakers are very limited: these pro- 
grams are essential to sustain existing support systems and to in- 
crease access to this source of community support. 

Under the current fragmented system of long-term care, the 
nursing home care is, for many, the only available source of per- 
sonal care services. A substantial segment of the nursing home 
population consists of people without families able or willing to 
provide such services and those covered by Medicaid who are with- 
out the financial resources needed to purchase home care services. 
Estimates of inappropriate long-term care placement range from 10 
to 40 percent. 
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The supply of nursing home beds presents another problem. 
While the nursing home bed supply increased rapidly between 1969 
and 1983 (73 percent increase), the growth has not kept pace with 
the growth in the aged population. Moreover, ths rate in growth in 
nursing home beds nationally has slowed over the last decade. 

The quality of services delivered by the long-term care system 
continues to be a basic concern. The lack of qualified health care 
P'-oviders to deliver these services is a significant component of this 
issue. Quality of care problems in the nursing home setting and, 
more recently, in the hoiue health industry 'continue to be report- 
ed. 

When faced with the task of obtaining long-term care services, 
the aged face a complicated and confusing systen*. The fragmenta- 
tion in service agei.cie'^ and funding sources often results in the 
aged being unable tc secure the needed services or receiving inad- 
equate or inappropriate services. 

Numerous barrier to access long-term care services for the el- 
derly eixsl. These impediments include limitations on public reim- 
bursement for long-term care and restrictive policies defining eligi- 
bility. Medicaid reimbursement rates for nursing home and home 
health care are often lower than those paid by Medicare and pri- 
vate payers. Thus, Medicaid recipients find it problematic to obtain 
services where prices for these services are higher. Eligibility for 
nursing home care under Medicare is restricted by the requirement 
that individuals ha^e potential for rehabilitation; Medicare also 
places limits on the maximum length of stay. While Medicare poli- 
cies for use of home care were recently made less restrictive, limits 
on the number of days and strict controls on eligibility for services 
have remained. 

Insurance for long-term care services is not readily available. 
Few elderly Americans can afford the costs associated with nursing 
home ard home care. Thus, most individuals approaching old age 
risk impoverishm^^nt because they lack coverage for long-term care 
services. 

The financial burden on the Federal Government for long-term 
institutional care is growing, although it is mpdest v/hen compared 
to the rise in expenditures for hospital care. Tbe traditional bias in 
favor of institutional, as opposed to community-based, long-term 
care services is reflected both in Federal statute and in the actual 
delivery of service. This funding bias contributes greatly to the cur- 
rent cost of providing long-term caro Less than 2 percent of total 
Medic !id expenditures is spent on con Tnunity-based long-term care 
services. In contrast, the total number of severely ADL limited el- 
derly living in the community (850,000) is far greater than the 
number residing in nursing homes (6()0,000). 

A comprehensive, coordinated, and continuous system of long- 
term care for the elderly is critically needed. A full array of serv- 
ices needs to be made available to families (or significant others) to 
assist them in meeting the changing, but continuing needs of the 
elderly in the community. These supportive services should in- 
clude: (1) in-home assistance such as hot meals, and homemaker or 
nursing services; (2) community services such as adult day care, 
respite, senior citizen centers; and (3) institutional services such as 
subacute facilities, skilled nursing homes, and hospitals. A means 
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of evaluating and referring people to the appropriate services is an 
essential component of a comprehensive long-term care system. 

Reimbursement policies need to be designed to foster the devel- 
opment of a more effective long-term care system by encouraging 
integration of acute and chror '^^ services. Reimbursement policies 
should also encourage early health care intervention for the elder- 
ly. Expanded financial access to noninstitutional alternatives 
vvould permit greater individual choice and possibly improve pa- 
tient compliance. Preventive health care, homemaker services, and 
other alternatives to institutional care should be reimbursable. 

Attempts to reduce Federal expenditures for health care should 
not create financial barriers that will impede the elderly 's (espe- 
cially the poor elderly's) access to needed long-term care service. 
Delays in obtaining treatment ultimately increase morbidity and 
total health care costs. It must be recognized that the costs of 
health care, especially long-term care, will continue to rise if we 
' re to meet the health care needs of an aging population. The chal- 
lenge currently facing policymakers is to make fundamental re- 
forms in the health care system that will foster an integrated 
system of comprehensive care for the elderly and promote the equi- 
table allocation and distribution of this Nation's limited health 
care resources. 



O 



12 



